
Page 1 of 2 

 
Texas Department of Insurance  
Division of Workers’ Compensation 
Medical Fee Dispute Resolution, MS-48 
7551 Metro Center Drive, Suite 100  Austin, Texas 78744-1609 

 

MEDICAL FEE DISPUTE RESOLUTION FINDINGS AND DECISION 

PART I:  GENERAL INFORMATION 

Requestor Name and Address: 

 
NISAL CORP 
PO BOX  24809 
HOUSTON  TX  77029 

MFDR Tracking #: M4-10-1813-01 

DWC Claim #:  

Injured Employee:  

Date of Injury:  

Respondent Name and Box #: 

ZURICH AMERICAN INSURANCE CO    
Box #:    19 
 

Employer Name:  

Insurance Carrier #:  

PART II:  REQUESTOR’S POSITION SUMMARY 

Requestor‟s Position Summary:  “The reason for denial states: Documentation does not support services performed 
outside the normal scope of practice for the treating doctor.  There is a specific separate code foe billing team conferences 
vs. the interdisciplinary program therefore should not be included in the value of another procedure performed on the same 
day.  Payment should be in accordance with Rule 134.202 (E) (3) and Rule 134.204(E).”    

Amount in Dispute:  $150.00 

PART III:  RESPONDENT’S POSITION SUMMARY 

Respondent‟s Position Summary:  “The Texas Labor Code requires reimbursement for all medical expenses to be fair and 
reasonable and be designed to ensure the quality of medical care and to achieve effective medical cost control. TEX. 
LABOR CODE Section 413.011(d). The carrier asserts that it has paid according to applicable fee guidelines. Further, the 
carrier challenges whether the charges are consistent with applicable fee guidelines.” 

PART IV:  SUMMARY OF FINDINGS 

Dates of 
Service 

Disputed Services Calculations Amount in Dispute Amount Due 

04/28/2009 99367-CA N/A $150.00 $0.00 

Total Due: $0.00 

PART V:  FINDINGS AND DECISION 

This medical fee dispute is decided pursuant to Texas Labor Code §413.031 and all applicable, adopted rules of the Texas 
Department of Insurance, Division of Workers‟ Compensation. 

Background   

1. 28 Tex. Admin. Code §133.307 sets out the procedures for health care providers to pursue a medical fee dispute.  

2. 28 Tex. Admin. Code §133.20 sets out the procedures for health care providers to submit workers‟ compensation 
medical bills for reimbursement. 

3. The services in dispute were reduced/denied by the respondent with the following reason codes: 

Explanation of benefits dated  10/9/2009 

 284-No Allowance was recommended as this procedure has a Medicare status of „B‟ (bundled). 

 97-Payment is included in the allowance for another service/procedure 

Issues   

1. Did the requestor bill and render services billed under CPT code 99367-CA?   

2. Is the requestor entitled to reimbursement? 
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Findings   

   
1. Rule 134.203(b) For coding, billing, reporting, and reimbursement of professional medical services, Texas workers' 

compensation system participants shall apply the following:  (1) Medicare payment policies, including its coding; 
billing; correct coding initiatives (CCI) edits; modifiers; bonus payments for health professional shortage areas 
(HPSAs) and physician scarcity areas (PSAs); and other payment policies in effect on the date a service is provided 
with any additions or exceptions in the rules.  

2. Disputed CPT code 99367 is defined as: “Medical team conference with interdisciplinary team of health care 
professionals, patient and/or family not present, 30 minutes or more; participation by physician."CCI edits were run to 
determine payment.  CCI edits indicate that payment for this service is always bundled into payment for other services 
not specified and no separate payment is made. No modifier is allowed to allow for separate payment of CPT code 
99367.  The requestor appended modifier –CA, in accordance with rule 134.204 (h)(1)(A), modifier –CA is defined as: 
“If the program is CARF accredited, modifier "CA" shall follow the appropriate program modifier as designated for the 
specific programs listed below. The hourly reimbursement for a CARF accredited program shall be 100 percent of the 
MAR.”  Rule 134.204 (h) states: “The following shall be applied to Return To Work Rehabilitation Programs for billing 
and reimbursement of Work Conditioning/General Occupational Rehabilitation Programs, Work Hardening/ 
Comprehensive Occupational Rehabilitation Programs, Chronic Pain Management/Interdisciplinary Pain 
Rehabilitation Programs, and Outpatient Medical Rehabilitation Programs. To qualify as a Division Return to Work 
Rehabilitation Program, a program should meet the specific program standards for the program as listed in the most 
recent Commission on Accreditation of Rehabilitation Facilities (CARF) Medical Rehabilitation Standards Manual, 
which includes active participation in recovery and return to work planning by the injured employee, employer and 
payor or carrier.”  The requestor has not billed for a CARF accredited Return To Work Rehabilitation Programs for 
billing and reimbursement of Work Conditioning/General Occupational Rehabilitation Programs, Work 
Hardening/Comprehensive Occupational Rehabilitation Programs, Chronic Pain Management/Interdisciplinary Pain 
Rehabilitation Programs, and Outpatient Medical Rehabilitation Programs.   

Conclusion   

For the reasons stated above, the division finds that the requestor has not established that reimbursement is due.   As a 
result, the amount ordered is $0.00.   

PART VI:  ORDER 

Based upon the documentation submitted by the parties and in accordance with the provisions of Texas Labor Code 
§413.031, the Division has determined that the requestor is entitled to $0.00 reimbursement for the disputed services. 

   Margaret Q. Ojeda   February 11, 2011  

 Authorized Signature  Medical Fee Dispute Resolution Officer  Date  

PART VII:  YOUR RIGHT TO REQUEST AN APPEAL 

Either party to this medical fee dispute has a right to request an appeal.  A request for hearing must be in writing and it 
must be received by the DWC Chief Clerk of Proceedings within 20 (twenty) days of your receipt of this decision.  A 
request for hearing should be sent to:  Chief Clerk of Proceedings, Texas Department of Insurance, Division of Workers 
Compensation, P.O. Box 17787, Austin, Texas, 78744.  Please include a copy of the Medical Fee Dispute Resolution 
Findings and Decision together with other required information specified in Division rule at 28 Texas Administrative Code 
§148.3(c). 

Under Texas Labor Code Section 413.0311, your appeal will be handled by a Division hearing under Title 28 Texas 
Administrative Code Chapter 142 rules if the total amount sought does not exceed $2,000.  If the total amount sought 
exceeds $2,000, a hearing will be conducted by the State Office of Administrative Hearings under Texas Labor Code 
Section 413.031. 

Si prefiere hablar con una persona en español acerca de ésta correspondencia, favor de llamar a 512-804-4812. 

 

http://www.encoderpro.com/epro/i9v3Handler.do?_k=104*30&_a=view

